biparietal diameter between 12 and 30 weeks indicates maturity to within acceptable limits. 6 8 Most clinical decisions concerning delivery must be made after 30 weeks, however, and if an ultrasound scan has not been performed then x-ray examination or amniocentesis is clearly justified. If results of a previous scan are available then the case for performing an x-ray examination is weaker.
The appreciable reduction in the proportion of patients xrayed since the ultrasound service was introduced at our centre is probably at least partly attributable to the clinical acceptance of ultrasound measurements. The use of the lecithin: sphingomyelin ratio in assessing fetal lung maturity may also have contributed, but this necessitates amniocentesis, which is associated with appreciable morbidity 9-12 and mortality, Goodlin and Clewell having reported sudden fetal death and Kirshen and Benirschke fetal exsanguination after amniocentesis."3 14 In our series one fetal death occurred and two emergency caesarean sections were carried out for fetal distress immediately after amniocentesis to determine the lecithin :sphingomyelin ratio. All three patients had had anterior placentas detected by ultrasound, and the amniocenteses were not performed under ultrasound control. The most common reason for requesting x-ray examination was to estimate maturity, and in our series these estimates agreed with previous ultrasound estimates to within less than two weeks in two-thirds of cases. In the onethird in which there was disagreement the ultrasound measurements were relied on far more heavily than the estimates obtained by radiography. Of the 130 cases in which both examinations were carried out, in only four were the x-ray findings accorded greater clinical value. In three of these reliance on the ultrasound findings would have indicated induction about one week before spontaneous labour occurred and been unlikely to influence fetal outcome. We therefore think that a satisfactory ultrasonic measurement before 30 weeks' gestation-that is, a BPD less than 80 mm-obviates the need for subsequent estimation of maturity by x-ray examination.
If ultrasound is available x-ray examination is not justifiable for diagnosing twins or fetal position but is probably still justifiable for diagnosing fetal abnormalities. This and the value of routine radiography of twins, however, are the subjects of separate studies.
Routine ultrasound examination in early pregnancy already permits the diagnosis of twins, anencephaly, spina bifida, hydatidiform mole, etc. If a reduction in the exposure to x-rays of mother and fetus is considered to be an end in itself, perhaps this is a further indication for ultrasonic screening of all early pregnancies.
Summary and conclusions
The prevalence of vascular disease among 154 diabetic patients was analysed in relation to the serum concentrations of individual lipoproteins. Overall the presence of vascular disease (59 cases) was positively associated with serum cholesterol and low-density-lipoprotein cholesterol but negatively associated with high-density- disease in the upper two quintiles for serum triglyceride and VLDLtriglyceride then became significantly increased above those in the lower two quintiles (P<005 (n=22 v 11) and P<001 (n=23 v 9) respectively). In addition the other relations in table III were more clearly seen. When the data were analysed with the Mann-Whitney U test the total cholesterol, total triglyceride, VLDL-triglyceride, and LDL-cholesterol concentrations were all significantly higher and the HDL-cholesterol concentration was significantly lower in the diabetics with vascular disease than in those without (P=0014; 0 006; 0 006; 0 003; and 0 010 respectively). The patients were then divided into those treated and not treated with insulin and into male and female groups and comparisons made of the prevalence of vascular disease and lipoprotein concentrations in each subgroup; the Mann-Whitney U test was used for analysis (table IV) . In insulin-dependent diabetics higher lipid and lipoprotein concentrations were associated with vascular disease, particularly concentrations of cholesterol and LDL-cholesterol but also of triglyceride and VLDL-triglyceride. There was no apparent relation between HDL-cholesterol and vascular disease. In the insulinindependent diabetics higher HDL-cholesterol concentrations were related to a reduced prevalence of vascular disease (P = 0 01) but there were no significant relations between vascular disease and the other lipid fractions. Men with higher cholesterol or LDL-cholesterol concentrations had more vascular disease than those with lower concentrations. Again triglyceride and VLDL-triglyceride concentrations were positively associated with vascular disease, but less strongly so. HDL-cholesterol in this male subgroup was not related to vascular disease, but in the women HDL-cholesterol showed a strongly negative relation to vascular disease (P = 0-0003). Weaker and positive associations were also seen in the women between vascular disease and triglyceride, VLDL-triglyceride, and LDL-cholesterol.
Discussion
These results suggcst that vascular disease in diabetics is more likely to occur when blood lipid concentrations are raised. Furthermore, a raised LDL-cholesterol concentration showed a more pronounced relation with vascular disease than did a raised total serum cholesterol concentration.
Mean HDL concentrations in the 59 patients with vascular disease were not significantly lower than in those free of largevessel disease. Patients in the lower two quintiles for HDLcholesterol concentrations, however, had a higher prevalence of vascular complications than those in the upper two quintiles (P <0 05) (table III) . This inverse relation between high HDL concentrations and arterial disease has been emphasised before,'-5 and it has been suggested that HDL may be the most valuable index of the risk of coronary heart disease in the general population.4 26 Our findings suggest that in diabetics HDL concentrations may be less clearly related to the occurrence of atheroma than LDL concentrations.
It should also be noted that the relations between lipoproteins and vascular disease in the whole group did not extend into all the subgroups. Thus raised LDL was particularly associated with vascular disease in the men and in the subgroups of patients of either sex who were receiving insulin. In these groups there was no inverse relation between HDL concentrations and vascular disease. In patients of either sex who were insulinindependent and in all the women regardless of treatment HDL did show an inverse relation with the prevalence of atheroma.
Probably other risk factors influenced the development of large-vessel disease. Although men smoked more than women, there was no preponderance of smokers in those with vascular disease (table I) . Mean diastolic blood pressure was similar in groups with and without vascular disease, although systolic pressure was significantly higher in patients with complications. Patients with vascular disease were also older and more obese. In the Framingham study diabetics who were followed up prospectively showed an increased morbidity and mortality from all cardiovascular complications.19 Diabetics in that study had higher serum cholesterol concentrations and more hypertension and were more obese than non-diabetics, but the risk factors individually or in combination were not enough to account for this increased incidence of vascular disease. Unfortunately, individual lipoprotein concentrations were not reported.
Our data suggest that there is a stronger association between vascular disease and LDL-cholesterol than HDL-cholesterol in diabetes. Although there was an inverse relation between concentrations of HDL and arterial disease it did not extend into all the subgroups. Thus there appears to be no overriding association between HDL and vascular disease in diabetics, as has been suggested for non-diabetic populations. 
Introduction
Many doctors and patients consider that children have "grown out of" their asthma when their symptoms have disappeared and peak flow rates or spirometric values are within the normal range. Although abnormal respiratory function may be found in asthmatic people during symptom-free intervals,'-3 little is known about respiratory function in asthmatic children who have been symptom-free for a long period and are considered by everyone to be cured. We investigated respiratory function in children with a past history of asthma who had had no symptoms for 12 months or longer to see whether they were, in fact, cured.
Patients and methods
Respiratory function was measured in 24 children aged [9] [10] [11] [12] [13] [14] [15] [16] (mean 12) years who had at some time received treatment in the outpatient department for respiratory diseases resulting from asthma. They were considered to be cured because (a) for at least 12 to distinguish from normal values. The test is commonly used clinically and in epidemiological studies. All measurements were done on the same day between 9 am and 1 pm, some of the children having been trained in advance. For ethical reasons we could not make comparative measurements in children without a history of asthma.
The following determinations were used in evaluating the results:
(1) Volume-constant body plethysmography (the body box; Siemens Siregnost FD 40) was used to measure total lung capacity (TLCBb), functional residual capacity (FRCBb), and residual volume (RVBb). Volumes were calculated by integrating the expiratory flow through a heated pneumotachygraph (Fleisch No 31458) , which is about linear up to 500 1/min. The means of five to eight reliable determinations were used in each case. Measurements were taken with the patient sitting.
(2) Total lung capacity (TLCHe) was measured by the helium dilution method with a Mijnhardt volumograph (No 660502). The oxygen supply of this apparatus is controlled by the oxygen pressure in the helium and oxygen reservoir. Measurements were taken with the patient semirecumbent, the wash-in time being about 10 minutes. Means of duplicate measurements were used. 
